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Background: It is still a matter of debate as to whether patients with Borderline Personality Disorder (BPD) suffer
from memory deficits. Existing studies indicate no or small impairments in memory test performance. However, it
was shown in patients with related disorders, such as depression, that self-reported impairment exceeds test
malfunction. In the present study we assessed memory performance of BPD patients through the use of memory
tests and a questionnaire for subjective memory complaints (SMC) in everyday life.
Methods: Thirty-two patients with BPD and 32 healthy control subjects were included in the study. The groups of
subjects were comparable with respect to age, education, and gender. Subjects completed verbal and nonverbal
memory tests, as well as the everyday memory questionnaire (EMQ).
Results: BPD patients reported severe SMC but did not show memory test impairment. The results remained
stable even when all BPD patients with acute or lifetime depression comorbidity were excluded from analyses. In
both groups, SMC and test performances were not related but in BPD patients SMC were related to BPD symptoms.
Conclusions: Our data indicate memory impairment of BPD patients in everyday life. However, it cannot be ruled
out that increased memory complaints result from patients’ negative self-perception. Future research needs to
clarify the reasons for memory complaints of BPD patients.
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Patients with Borderline Personality Disorder (BPD) show
a wide range of psychopathological symptoms such as
instability, impulsivity, suicidal or self-harming behavior,
and rage [1]. BPD patients also suffer from psychotic and
dissociative symptoms, with disturbances of perception
and of cognition, including memory [2-4]. However,
studies that focused on neuropsychological tests revealed
conflicting results. Memory dysfunctions were reported by
some (e.g., [5]) but not all studies (e.g., [6]). Divergent
results may be related to moderators. In some studies
memory dysfunction of BPD patients was limited to
dissociative patients [7], patients with lower education [8],* Correspondence: thomas.beblo@evkb.de
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unless otherwise stated.or to experimental conditions that required the inhibition
of emotionally negative distracters [9].
Apart from the administration of “objective” verbal
memory tests, Park et al. [10] also asked their participants
about everyday memory functioning. Participants came
from a representative sample of US citizens. In this sam-
ple, BPD symptoms were associated with the subjective
ratings but not with verbal memory test scores. Therefore,
it seems possible that memory dysfunction in BPD is
restricted to everyday life conditions and is not detectable
in experimental settings. However, Park et al. did not
apply a standardized questionnaire to assess subjective
memory complaints (SMC) and participants were not
assessed for axis I or axis II disorders. Furthermore,
results were restricted to the verbal memory domain.
Whereas, to our knowledge, studies with BPD patients are
missing, SMC have been extensively investigated in
subjects with other conditions. These studies indicatetd. This is an Open Access article distributed under the terms of the Creative
ommons.org/licenses/by/4.0), which permits unrestricted use, distribution, and
iginal work is properly credited. The Creative Commons Public Domain
g/publicdomain/zero/1.0/) applies to the data made available in this article,
Beblo et al. BMC Psychiatry 2014, 14:255 Page 2 of 7
http://www.biomedcentral.com/1471-244X/14/255that SMC are related to clinical factors such as depression
(e.g., [11]), anxiety (e.g., [12]), and neuroticism (e.g., [13]).
Although the validity of SMC has sometimes been
questioned [14], associations with brain measures [15-17]
substantiate that SMC reflect real neurocognitive deficits.
In addition, in a former study we verified the self-rating
results with observer ratings and objective memory test
outcome [18].
On the basis of the Park et al. study and studies with
patients with similar disorders, such as MDD, we
hypothesize that BPD patients report more memory
problems than healthy subjects (main hypothesis). In
addition, we hypothesize that SMC are related to BPD
symptomatology, and, to a weaker extent, to memory
test performance.
Methods
Participants
Based on earlier studies (e.g., [18]), we assumed a large
effect for the main hypothesis. With a power analysis
(g-power) we calculated a minimum of 28 subjects for
each group, BPD patients and healthy control subjects,
respectively (one-sided, d = 0.8, alpha = .05, power = .90).
We then included 32 BPD patients and 32 healthy controls
(HC). At the time of the study, all patients were treated as
inpatients in a specialized ward for patients with BPD. First,
BPD patients were screened by a clinical psychologist with
respect to the inclusion and exclusion criteria. Secondly, a
clinical psychologist and member of the research team
(NR, CM, or KW) informed the respective patients and in-
vited them to participate. After a clinical interview based
on DSM IV criteria, we decided which patients to include
in the study. Healthy subjects were recruited through ad-
vertisements (posters at the university, supermarkets, and
libraries). Interested subjects were first screened through
telephone interviews. Subjects who seemed to meet the
inclusion criteria were invited and formally informed about
the study. After interviewing them using the DSM IV cri-
teria, we decided which subjects to include in the study.
Exclusion criteria for participation in the study included
severe mental disorders (e.g., psychosis, anorexia, alcohol
abuse or drug abuse) and severe physical disorders (e.g.,
neurological disorders involving the central nervous
system, mental retardation, malignant diseases, and
liver cirrhosis). In addition, pregnant women were not
included. Healthy controls were free of any axis I or II
disorders. We obtained written, informed consent from
all the subjects. The study was approved by the IRB
(University of Muenster Ethics Committee). Of note,
data about memory test performance (but not about
SMC) of some study participants have already been
reported elsewhere [9,19]. For this reason, we decided
to focus our hypotheses on SMC and their relation to
memory test performance and BPD symptoms.Age (BPD: 27.3, HC: 27.9), basic school education
(BPD: 11.3 years, HC: 11.8 years), and gender (BPD: 66%
women, HC: 65% women) were comparable in both
groups and did not differ significantly (Table 1).
Several patients with BPD were noted to have comorbid
mental disorders. Nineteen patients had evidence of anx-
iety disorders with some patients suffering from several
anxiety disorders (posttraumatic stress disorder: n = 13,
agoraphobia: n = 5, panic disorder: n = 3, social phobia:
n = 2, obsessive compulsive disorder: n = 1, generalized
anxiety disorder: n = 1, other anxiety disorder: n = 2).
Fourteen patients suffered from affective disorders (major
depression: n = 7, dysthymia: n = 7), 3 patients suffered
from bulimia, and 1 patient had somatoform disorder.
With regard to comorbid Axis II disorders, 11 patients
fulfilled the diagnostic criteria for another personality
disorder (avoidant: n = 6; dependent: n = 2; schizotypal,
schizoid, paranoid: each n = 1). Seven patients were free
of any current Axis I or comorbid Axis II disorder. Of
the patients, 17 took antidepressants (SSRIs, SNARIs or
SNRIs: n = 11, tricyclics: n = 4, lithium: n = 1, other antide-
pressants: n = 1). For sedation, 8 patients were receiving
neuroleptics, 1 received antiepileptics, and 2 received
benzodiazepines. Two patients were receiving pain medi-
cation, and 4 patients received antihypertensives. Eight pa-
tients were free of any medication. Apart from one person
who received antihypertensives, none of the other healthy
subjects took medication.
As expected, BPD patients reported much more
BPD-related symptoms than healthy subjects (Borderline
Symptom List [BSL]; [20]; Scores: BPD: 161 [82], HC:
31 [29]; (t(76) = 9.8, p < .001). A mean BSL score of 161
(SD = 82) for the BPD patients indicates a moderate
manifestation of BPD-related symptoms [20].
Instruments
Clinical examination
Psychiatric diagnoses were made using the Structured
Clinical Interviews for DSM IV, SCID-I for Axis I disorders,
and SCID-II for personality disorders. These interviews
were applied by trained psychotherapists. The clinical
examination also included the assessment of BPD-related
symptoms (Borderline Symptomlist [BSL]; [20]).
Memory tests
Verbal memory Auditory Verbal Learning Test (AVLT;
[21,22]): Subjects had to recall 15 simple words that
were presented three (instead of five) times. Each learning
trial was followed by an immediate free recall. Total score
(max. 45 words) was used for subsequent analyses.
Wechsler Memory Scale – Revised (WMS-R), Subtest
Logical Memory [23,24]: Subjects had to recall two short
stories as accurately as possible. Recall performance was
assessed immediately after each story was heard (logical
Table 1 Means, standard deviations, effect sizes and other statistics of demographic data, subjective memory
complaints, and memory test performance in healthy controls, BPD patients, and BPD patients without axis I and II
comorbidity (BPD NOCOM)
Healthy BPD BPD Statistics Statistics
Controls Patients NOCOM HC vs BPD HC vs BPD NOCOM
(n = 32) (n = 32) (n = 7)
Demographic data
Age 27.2 (10.9) 27.3 (8.8) 30.6 (10.1) t = 0.1, ns (d = 0) t = 0.7, ns (d = 0.3)
Basic School Education (years) 11.4 (1.3) 11.3 (1.4) 11.6 (1.5) t = 0.3, ns (d = 0.1) t = 0.2, ns (d = 0.1)
Sex (f/m) 22/10 21/11 3/4 Chi2 = 0.1, ns (d = 0) Chi2 = 1.7, ns (d = 0.4)
SMC
EMQ 50 (13.5) 99 (37.5) 68 (19.2) t = 7.0*** (d = 1.9) t = 3.0** (d = 1.1)
Memory tests
Logical Memory I 31 (7.7) 31 (7.0) 29 (4.5) F = 0.2, ns (d = 0) F = 0.5, ns (d = 0.3)
Logical Memory II 27 (8.0) 27 (8.1) 26 (6.0) F = 0.0, ns (d = 0) F = 0.1, ns (d = 0.1)
AVLT (round 1–3) 32 (4.6) 31 (5.2) 33 (6.8) F = 2.2, ns (d = 0.2) F = 0.2, ns (d = 0.2)
CFT (late recall) 21 (6.7) 19 (5.8) 21 (4.6) F = 1.2, ns (d = 0.3) F = 0.0, ns (d = 0)
RVDLT (round 1–3) 26 (7.1) 25 (7.3) 25 (7.2) F = 0.3, ns (d = 0.1) F = 0.0, ns (d = 0.1)
BPD = Borderline Personality Disorder, BPD NOCOM = BPD patients without axis I and II comorbidity, SMC = Subjective memory complaints, EMQ = Everyday
Memory Questionnaire, AVLT = Auditory Verbal Learning Test, CFT = Complex Figure Test, RVDLT = Rey Visual Design Learning Test, d = Effect Size (all effect sizes
are converted into Cohens d).
***p < .001, **p < .01, ns = non significant.
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Total scores of each recall (max. 25 thematic units) were
used for subsequent analyses.
Nonverbal memory Rey Visual Design Learning Test
(RVDLT; [25]): Subjects had to recall 15 simple designs
that were presented three (instead of five) times. Each
learning trial was followed by an immediate free recall.
Total score (max. 45 designs) was used for subsequent
analyses.
Complex Figure Test (CFT; [26]): Subjects had to recall
and draw a complex figure, which they had previously
been shown and had copied 30 minutes before. Total
score (max. 36 details) was used for subsequent analyses.
Subjective memory complaints (SMC)
Everyday Memory Questionnaire – 28 (EMQ, [27]): Sub-
jects had to answer 28 questions with respect to the
frequency of everyday memory problems (from 1 = not
at all in the last six months to 9 =more than once a day).
The items were related to several aspects of everyday life
such as language (e.g., “Finding that a word is ‘on the tip
of your tongue.’ You know what it is but cannot quite find
it.”), nonverbal information (e.g., “Forgetting where things
are normally kept or looking for them in the wrong
way.”), or actions (e.g., “Forgetting details of things you do
regularly, whether at home or at work. For example,
forgetting details of what to do, or forgetting at what time
to do it.”). Based on a principal component analysis, how-
ever, Sunderland et al. [27] regard the EMQ as a measureof everyday memory in general. We found that Chron-
bach’s Alpha and split half reliability were highly satis-
fying for the BPD patient group (Alpha = .94, Split
Half = .94) and for the healthy control group (Alpha = .91,
Split Half = .86).
Statistical analyses
All statistical analyses were performed using the “Statis-
tical Package for the Social Sciences 20 (SPSS 20).” Level
of significance was set to p < .05 for all analyses and was
two-tailed. Demographic data were analyzed by two-tailed
t-tests or chi2-tests. We compared BPD patients’ and
healthy participants’ SMC performance as assessed by
means of the EMQ with a t-test. To control for comorbid-
ity, in an exploratory analysis we also compared BPD pa-
tients without acute axis I and axis II comorbidities and
healthy subjects. Because of the small sample size of the
subsample of BPD patients without comorbidity (n = 7),
we checked the respective results by non-parametric tests
(Mann-Whitney-U-Test). Memory test performance of
BPD patients and healthy participants was compared
using a Multifactorial Analyses of Variance (MANOVA).
Verbal (AVLT, Logical Memory I and II of the WMS-R)
and nonverbal memory test results (RVDLT, CFT) served
as dependent variables. To control for comorbidity, in an
exploratory analysis we also compared BPD patients
without acute axis I and axis II comorbidities and
healthy subjects. Again, because of the small sample size
of the subsample of BPD patients without comorbidity,
we checked the respective results by non-parametric
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value of BPD symptoms (BSL scores) and the memory test
performance on SMC in BPD patients and healthy partici-
pants, we first conducted correlations between these vari-
ables. Because we administered 5 different memory tests
we applied the Bonferroni-Holm Correction [28] for
the correlations between SMC and each memory test
(p = .01). All other correlations in Table 2 were not re-
lated to our hypothesis and, therefore, not subject to
the Bonferroni-Holm Correction. Secondly, we consid-
ered those variables that were correlated with SMC as
predictors in regression analyses step by step (method
enter).
Results
Subjective memory complaints (SMC)
BPD patients showed more subjective memory com-
plaints than healthy subjects (Table 1). To evaluate the
impact of comorbid disorders, in an exploratory analysis
we compared healthy subjects to BPD patients without
acute axis I and axis II comorbidity (n = 7). The effect
remained stable (Table 1) even when the Mann-Whitney-
U-Test was applied (SMC as assessed by the EMQ:
Z = 2.4, p = 0.16). Effect sizes (Table 1) indicate a clinically
relevant impairment in the BPD patients (d = 1.9).
Memory test performance
Memory test performance of BPD patients and healthy
participants were comparable (F (5, 88) = 0.6, p = 0.67)
even when univariate analyses were applied (Table 1). In
an exploratory analysis we compared healthy subjects to
BPD patients without acute axis I and axis II comorbidity
(n = 7), and these results also remained stable (F (5, 63) =
0.3, p = 0.91; for univariate analyses see Table 1). These
results were confirmed by separate Mann-Whitney-U-
Tests: No group differences were revealed with respect to
memory tests (all p > .28). Effect sizes confirmed that theTable 2 Correlations between subjective memory complaints a
Borderline Symptom List (BSL), comorbidity (COM), and memo
Disorder (n = 32, numbers above the diagonal) and healthy par
EMQ BSL COM AVLT
EMQ - 0.54** 0.47* −0.08
BSL 0.41* - .55** −0.19
COM - - – −0.21
AVLT 0.14 0.08 - -
Log I 0.20 0.10 - 0.33
Log II 0.16 0.03 - 0.26
RVDLT 0.44*1 0.34 - 0.26
CFT 0.25 0.17 - 0.56**
EMQ= Everyday Memory Questionnaire, BSL = Borderline Symptom List, AVLT = Audito
memory delayed recall, RVDLT = Rey Visual Design Learning Test, CFT = Complex Figur
***p < .001, **p < .01, *p < .05, 1This correlation failed the adjusted level of significanBPD patients’ memory test performance was not rele-
vantly impaired (all d < 0.4, see Table 1).
Prediction of subjective memory complaints (SMC) by
BPD symptoms and memory test performance
Correlation analyses indicated that SMC are related to
BPD symptoms and to the presence of comorbid disor-
ders (yes versus no) in the BPD group, but SMC are not
related to memory test performance (Table 2). In the
subsequent regression analyses, at first we only included
BPD symptoms to predict SMC because BPD symptoms
showed the highest correlation with SMC. With an ex-
plained variance of 29%, the model reached statistical sig-
nificance (F(1, 21) = 8.8, p = 0.007). For the next step we
also included comorbidity. Explained variance increased
to 34%, however the increase of explained variance failed
the level of significance (F(1, 20) = 1.5, p = 0.24).
In healthy participants, correlation analyses indicated
that SMC are only related to BPD symptoms. For explora-
tive purposes, in the subsequent regression analyses we
also considered visual learning as assessed by means of
the Rey Visual Design Learning Test (Table 2). There was
a statistically significant relationship between visual learn-
ing and SMC if alpha was not corrected. In the first step,
however, we only included BPD symptoms in order
to predict SMC as BPD symptoms. With 17% explained
variance, the model reached statistical significance
(F(1, 29) = 5.7, p = 0.023). In the next step, we also in-
cluded the delayed recall of verbal information. Explained
variance increased to 27%, however this increase failed the
level of significance (F(1, 28) = 3.8, p = 0.06).
Discussion
To our knowledge, everyday memory functioning of
BPD patients has never been systematically investigated.
In the present study, we asked BPD patients and healthy
participants about subjective memory complaints (SMC)s assessed by the Everyday Memory Questionnaire (EMQ),
ry test performance in patients with Borderline Personality
ticipants (n = 32, numbers below the diagonal)
Log I Log II RVDLT CFT
−0.02 −0.03 −0.18 0.01
0.13 0.04 −0.06 −0.01
0.10 0.08 0.00 −0.14
0.40* 0.28 0.48** 0.39*
- 0.92*** 0.57** 0.09
0.94*** - 0.49** 0.10
0.20 0.11 - 0.28
0.13 0.10 0.53** -
ry Verbal Learning Test, Log I = Logical memory immediate recall, Log II = Logical
e Test.
ce (alpha = 0.01).
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In addition, we administered verbal and nonverbal mem-
ory tests. While the patients’ test performance was nor-
mal, they reported memory problems in their everyday
life. These problems were related to BPD symptoms but
not to memory test performance.
Our finding of increased SMC in the BPD group is in
agreement with Park et al. [10], who found an association
between SMC and borderline symptoms in a representa-
tive sample of US citizens. As symptoms of depression
and anxiety are typical for BPD patients, the findings of
the present study are also supported by studies that found
associations between SMC and depression as well as
between SMC and anxiety [11,12]. Anxiety disorders and
depression are also frequent comorbid disorders of BPD
[29]. Along these lines, comorbidity in our study (namely
anxiety and affective disorders) was positively correlated
with BPD symptoms and SMC. However, comorbidity did
not explain SMC variance beyond BPD symptoms and
BPD patients without comorbid axis I or other axis II dis-
orders also showed more SMC than healthy participants.
These results indicate, first, that our study results are not
due to the comorbid disorders of the BPD patients.
Second, these results indicate that additional DSM IV
diagnoses are not of additional value in predicting
SMC in BPD patients given the great overlap between
BPD symptoms and anxiety as well as between BPD
symptoms and depression. However, SMC may be related
to commonalities among these disorders such as emotion
regulation difficulties. Third, the study results indicate that
everyday memory problems increase with an increase in
the severity of the disorder.
SMC were not related to memory test performance in
the patient group. This result is in agreement with the
already mentioned Park et al. study [10] and the result
was also found in different patient groups such as MDD
patients (e.g., [30]). Other studies, however, found associa-
tions between SMC and memory tests in MDD patients,
but these associations were described as being modest
[18]. The missing correlation between SMC and memory
test results in the present study can be explained by differ-
ences between the demands of everyday life and the test
setting. That is, in a test setting tasks are well circum-
scribed. All disturbing and distracting influences are ex-
cluded and the subject’s performance is continuously
monitored by the examiner. By contrast, the requirements
of everyday life are much less structured and frequently
more complex than the requirements of psychometric
tests. These requirements often have to be self-organized
and self-paced and are susceptible to various kinds of
disturbances, including emotionally relevant distracters. In
a recent study we found that (verbal) memory perform-
ance of BPD patients was normal when no distracters
were present or when emotionally neutral distracters werepresent [9]. By contrast, the patients’ performance was
impaired when emotionally negative distracters were dis-
played. If possible, future research should investigate these
factors in real-life situations.
However, it is also possible that the self-reported,
increased SMC of BPD patients are influenced by the
patients’ biased self-perception. A biased self-perception
in BPD patients was found in a recent study [31]. The
authors assessed retrospective ratings of specific emotions
in patients with BPD and in healthy controls. While
healthy controls showed a positive recall pattern, BPD pa-
tients showed an overall negative recall pattern. Another
study revealed that BPD patients’ negative self-perception
is similar to that of MDD patients [32]. In MDD, a nega-
tively biased self-perception has been known for many
years [33]. From this point of view, correlations between
SMC and BDP symptoms could be explained by the
assumption that the results of both respective self-rating
scales used here are biased by biased self-perception.
Alternatively, a biased self-perception may be greater in pa-
tients with more severe symptoms. Biased self-perception
could also explain missing correlations between SMC and
memory tests. In contrast to this assumption, in healthy
participants correlations between SMC and memory tests
also failed to reach the level of significance and were nu-
merically small. However, future studies should consider
the assessment of biased self-perception in order to control
for its influence on SMC.
What can be concluded from the study results? First,
BPD patients may suffer from cognitive impairments in
everyday life even when neuropsychological test results
are normal. Neuropsychological assessment of BPD pa-
tients should, therefore, include the administration of
questionnaires that are related to everyday cognitive
functioning. If there is sufficient evidence for everyday
related cognitive dysfunctions in individuals with BPD,
then these dysfunctions should be treated. It is known
that untreated cognitive impairments in patients with
mental disorders are associated with reduced level of
psychosocial and occupational functioning [34], reduced
compliance [35] and risk of suicide [36]. Secondly, in-
creased complaints about cognitive functioning in everyday
life are diagnostic criteria in MDD. It could be concluded
from the present study that these criteria might also be
acknowledged in the diagnosis of BPD. Of course, further
research has to confirm the present findings. It would
also be helpful to consider different neuropsychological
domains apart from memory functioning, such as attention
and executive functioning.
The major shortcoming of the present study is the
questioned validity of SMC questionnaires. As pointed out
above, the results of the present study may also reflect the
negatively biased self-perception of BPD patients, espe-
cially as the items of the Everyday Memory Questionnaire
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memory problems and 9 = indication of the most severe
memory problems). However, the validity of the EMQ has
been widely demonstrated [37]. In addition, it has been
shown that self-reported cognitive deficits of mentally ill
patients, in general, cannot be exclusively explained by
response biases [15-18]. Another limitation of the present
study concerns the comorbid disorders of the BPD pa-
tients investigated. It is currently unclear how to manage
these multiple comorbidities. Given the high comorbidity
rates in BPD, the exclusion of these patients may lead to a
study sample that is not representative of the general
population. Conversely, comorbid disorders that impact
the variables tested may have influenced the study results.
However, we repeated the main statistical analyses for a
subgroup of BPD patients without acute mental disorders
and without further personality disorders and found simi-
lar results. These results have to be regarded as prelimin-
ary because the sample size of this subgroup (n = 7) is very
small. As the clinical interview administered in the present
study (Structured Clinical Interview for DSM IV) does not
screen for all mental disorders, the influence of these dis-
orders (e.g., ADHD) on the study results cannot be ruled
out.
Conclusions
In conclusion, BPD patients reported memory problems
in their everyday life but did not show impairments in
memory tests. These results support the notion that
neuropsychological assessment of BPD patients should
consider everyday related cognitive functioning apart
from the administration of tests. If patients show evidence
of impaired test performance or everyday related cognitive
dysfunctions, then they may profit from neuropsycho-
logical therapy. To control for the influence of biased self-
perception on self-reported cognitive dysfunction, future
studies should include other techniques to assess cognitive
functioning in everyday life such as observer ratings and
the systematic analyses of real-life situations. In addition,
self-perception itself should also be assessed.
Competing interests
The authors declare that they have no competing interests.
Authors’ contributions
TB made substantial contributions to the conception and design, analysis
and interpretation of data and he drafted the manuscript. CM, KM, and NR
made substantial contributions to the conception and design and were
involved in the collection of data. NS and MD made substantial
contributions to the conception and design, analysis and interpretation of
data. All authors revised the manuscript critically and have given final
approval of the versions to be published.
Acknowledgements
This study was supported by the Deutsche Forschungsgemeinschaft (DFG
grant BE 2536/4-1). We gratefully acknowledge support for the Article
Processing Charge by the Deutsche Forschungsgemeinschaft and the Open
Access Publication Funds of Bielefeld University Library. The funding bodywas not involved in the study design, or in the collection, analysis, and
interpretation of data. In addition, the funding body was not involved in the
writing of the manuscript and in the decision to submit the manuscript for
publication.
Author details
1Department of Research, Clinic of Psychiatry and Psychotherapy Bethel, Ev.
Hospital Bielefeld, Remterweg 69-71, 33617 Bielefeld, Germany. 2Department
of Psychology, University of Bielefeld, Bielefeld, Germany. 3Department of
Psychosomatic Medicine and Psychotherapy, University Duisburg-Essen,
Essen, Germany. 4Department of Psychiatry, Charité University Berlin, Campus
Benjamin Franklin, Berlin, Germany.
Received: 12 June 2014 Accepted: 29 August 2014
Published: 6 September 2014
References
1. Association AP: DSM IV diagnostic and statistical manual of mental disorders.
4th edition. Washington, D.C.: American Psychiatric Association; 1994.
2. Kernberg P: Criteria of termination of child psychotherapy. Basel:
Psychiatrische Universitätspoliklinik für Kinder und Jugendliche; 1982.
3. Sternbach SE, Judd PH, Sabo AN, McGlashan T, Gunderson JG: Cognitive
and perceptual distortions in borderline personality disorder and
schizotypal personality disorder in a vignette sample. Compre Psychiat
1992, 33(3):186–189.
4. Zanarini MC, Gunderson JG, Frankenburg FR: Cognitive features of
borderline personality disorder. Am J Psychiatry 1990, 147(1):57–63.
5. Beblo T, Saavedra AS, Mensebach C, Lange W, Markowitsch HJ, Rau H,
Woermann FG, Driessen M: Deficits in visual functions and
neuropsychological inconsistency in Borderline Personality Disorder.
Psychiatry Res 2006, 145(2–3):127–135.
6. Haaland VO, Esperaas L, Landro NI: Selective deficit in executive
functioning among patients with borderline personality disorder.
Psychol Med 2009, 39(10):1733–1743.
7. Haaland VO, Landro NI: Pathological dissociation and neuropsychological
functioning in borderline personality disorder. Acta Psychiatr Scand 2009,
119(5):383–392.
8. Reid T, Startup M: Autobiographical memory specificity in borderline
personality disorder: associations with co-morbid depression and
intellectual ability. Br J Clin Psychol 2010, 49(Pt 3):413–420.
9. Mensebach C, Wingenfeld K, Driessen M, Rullkoetter N, Schlosser N, Steil C,
Schaffrath C, Bulla-Hellwig M, Markowitsch HJ, Woermann FG, Beblo T:
Emotion-induced memory dysfunction in borderline personality disorder.
Cogn Neuropsychiatry 2009, 14(6):524–541.
10. Park S, Hong JP, Lee HB, Samuels J, Bienvenu OJ, Chung HY, Eaton WW,
Costa PT Jr, Nestadt G: Relationship between personality disorder
dimensions and verbal memory functioning in a community population.
Psychiatry Res 2012, 196(1):109–114.
11. Fischer C, Schweizer TA, Atkins JH, Bozanovic R, Norris M, Herrmann N,
Nisenbaum R, Rourke SB: Neurocognitive profiles in older adults with and
without major depression. Int J Geriatr Psychiatry 2008, 23(8):851–856.
12. Balash Y, Mordechovich M, Shabtai H, Giladi N, Gurevich T, Korczyn AD:
Subjective memory complaints in elders: depression, anxiety, or
cognitive decline? Acta Neurol Scand 2013, 127(5):344–350.
13. Merema MR, Speelman CP, Foster JK, Kaczmarek EA: neuroticism (not
depressive symptoms) predicts memory complaints in some
community-dwelling older adults. Am J Geriatr Psychiatry 2012,
21(8):729–736.
14. Mowla A, Ashkani H, Ghanizadeh A, Dehbozorgi GR, Sabayan B, Chohedri AH:
Do memory complaints represent impaired memory performance in
patients with major depressive disorder? Depress Anxiety 2008,
25(10):E92–E96.
15. Stewart R: Subjective cognitive impairment. Curr Opin Psychiatry 2012,
25(6):445–450.
16. Stewart R, Godin O, Crivello F, Maillard P, Mazoyer B, Tzourio C, Dufouil C:
Longitudinal neuroimaging correlates of subjective memory impairment:
4-year prospective community study. Br J Psychiatry 2011, 198(3):199–205.
17. van der Flier WM, van Buchem MA, Weverling-Rijnsburger AW, Mutsaers ER,
Bollen EL, Admiraal-Behloul F, Westendorp RG, Middelkoop HA: Memory
complaints in patients with normal cognition are associated with smaller
hippocampal volumes. J Neurol 2004, 251(6):671–675.
Beblo et al. BMC Psychiatry 2014, 14:255 Page 7 of 7
http://www.biomedcentral.com/1471-244X/14/25518. Lahr D, Beblo T, Hartje W: Cognitive performance and subjective
complaints before and after remission of major depression. Cogn
Neuropsychiatry 2007, 12(1):25–45.
19. Beblo T, Mensebach C, Wingenfeld K, Rullkoetter N, Schlosser N, Driessen M:
Patients with borderline personality disorder and major depression are
not distinguishable by their neuropsychological performance: a
case–control study. Prim Care Companion CNS Disord 2011, 13(1):1–9.
20. Bohus M, Limberger MF, Frank U, Sender I, Gratwohl T, Stieglitz R-D:
Entwicklung der borderline- symptom-liste. Psychother Psych Med 2001,
51:201–211.
21. Helmstaedter C, Lendt M, Lux S: Verbaler Lern- und Merkfähigkeitstest.
Göttingen: Beltz Test GmbH; 2001.
22. Spreen O, Strauss E: A compendium of neuropsychological tests: administration,
norms, and commentary. Oxford: Oxford University Press; 1998.
23. Haerting C, Markowitsch HJ, Neufeld H, Calabrese P, Deisinger K, Kessler J:
Wechsler Gedächtnistest - Revidierte Fassung. Bern: Huber; 2000.
24. Wechsler D: Wechsler Memory Scale-Revised manual. San Antonio, TX: The
Psychological Corporation; 1987.
25. Rey A: Épreuves mnéstique et d’apprentissage. Neuchatel: Delachaux & Niestlé;
1968.
26. Rey A: L’examen de psychologique dans les cas d’encéphalopathie
traumatique. Arch Psychol 1941, 28:286–340.
27. Sunderland A, Harris JE, Gleave J: Memory failures in everyday life
following severe head injury. J Clin Neuropsychol 1984, 6:127–142.
28. Holm S: A simple sequentially rejective multiple test procedure. Scand J
Stat 1979, 6(2):65–70.
29. Tomko RL, Trull TJ, Wood PK, Sher KJ: Characteristics of borderline
personality disorder in a community sample: comorbidity, treatment
utilization, and general functioning. J Pers Disord 2013,
doi:10.1521/pedi_2013_27_093.
30. Barr WB, Rastogi R, Ravdin L, Hilton E: Relations among indexes of
memory disturbance and depression in patients with Lyme borreliosis.
Appl Neuropsychol 1999, 6(1):12–18.
31. Ebner-Priemer UW, Kuo J, Welch SS, Thielgen T, Witte S, Bohus M, Linehan MM:
A valence-dependent group-specific recall bias of retrospective
self-reports: a study of borderline personality disorder in everyday life.
J Nerv Ment Dis 2006, 194(10):774–779.
32. van den Heuvel TJ, Derksen JJ, Eling PA, van der Staak CP: An investigation
of different aspects of overgeneralization in patients with major
depressive disorder and borderline personality disorder. Br J Clin Psychol
2012, 51(4):376–395.
33. Beck AT: Depression: clinical, experimental and theoretical aspects. New York:
Harper and Row; 1967.
34. Jaeger J, Berns S, Uzelac S, Davis-Conway S: Neurocognitive deficits and
disability in major depressive disorder. Psychiatry Res 2006, 145(1):39–48.
35. Martinez-Aran A, Scott J, Colom F, Torrent C, Tabares-Seisdedos R, Daban C,
Leboyer M, Henry C, Goodwin GM, Gonzalez-Pinto A, Cruz N, Sanchez-Moreno J:
Treatment nonadherence and neurocognitive impairment in bipolar
disorder. J Clin Psychiatry 2009, 70(7):1017–1023.
36. Westheide J, Quednow BB, Kuhn KU, Hoppe C, Cooper-Mahkorn D, Hawellek
B, Eichler P, Maier W, Wagner M: Executive performance of depressed
suicide attempters: the role of suicidal ideation. Eur Arch Psychiatry Clin
Neurosci 2008, 258(7):414–421.
37. Garrett DD, Grady CL, Hasher L: Everyday memory compensation: the
impact of cognitive reserve, subjective memory, and stress. Psychol Aging
2010, 25(1):74–83.
doi:10.1186/s12888-014-0255-2
Cite this article as: Beblo et al.: Subjective memory complaints and
memory performance in patients with borderline personality disorder.
BMC Psychiatry 2014 14:255.Submit your next manuscript to BioMed Central
and take full advantage of: 
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at 
www.biomedcentral.com/submit
